Reaching workers in small worksites presents economic and access barriers for occupational health nurses. Some barriers can be overcome through strategies based on cultural sensitivity. Day care centers employ young, low income, mostly minority women in settings with few workers onsite at anyone center. These settings were used to develop a culturally sensitive approach tested through onsite cardiovascular screening, informal interviews, and discussion of behavior change for better health. The study examined both the impact of the Healthier People Health Risk Appraisal (HPHRA) as a culturally appropriate recruitment strategy to involve a group of child day care workers in a cardiovascular disease (CVD) screening and risk reduction program and the effect of that program on observable CVD measures. Faculty and students from an institution of higher education forged a trust relationship with day care
providers at nine day care centers in a large metropolitan area. Cardiovascular health was the impetus for the project because minority populations in the southeastern United States have high heart attack and stroke mortality and morbidity rates. Participation rates in the project increased from 26% of the day care workers in the first year of the project to 73% when long term relationships were built on culturally appropriate strategies. The project's culturally sensitive educational intervention focused on individual risks and lifestyle. Statistical analysis of outcomes of the intervention and personal interviews demonstrated the improvement of cardiovascular status in the day care workers. This psychosocial approach can provide the foundation for culturally sensitive care in larger occupational and community settings. R ising health care costs and lack of health promotion and disease prevention among some populations are growing concerns in the United States. American corporate studies have shown average health insurance costs for company workers early in the 1990s increased to 50% of a company's net earnings (Pane, 1994) . Rising health care costs are a stimulus for large companies to promote wellness and make the best use of human resources by adopting worksite health promotion programs (Sciacca, 1993) . Occupational health nurses are more likely to be available to employee groups for such health promotion programs in large rather than small worksites. A small worksite is defined as any worksite with fewer than 500 workers (U.S. Department of Health and Human Services, 2000 [USDHHS) ). In small worksites, disease prevention programs based on identi-· _.. _._._._._-----I
What Does This Mean for Workplace Application?
Occupational health nurses or occupational health specialists in managed care organizations should be aware of cultural aspects of health in their interactions with minority clients in the work place . Opportunities to intervene and facilitate lifestyle changes that reduce risk for cardiovascular disease could involve schools of nursing, occupational health nurses, primary care providers , and advanced practice nurses . The strategies described here are important for onsite occupational health nurses and for occupational health specialists in managed care programs.
fication of risk through screening measures, individual interviews, or use of formal health risk appraisal instruments may not be within the compan y's financial grasp (USDHHS, 2000) . The purpose of this study was to examine both the impact of the Healthier People Health Risk Appraisal (HPHRA) as a culturally appropriat e recruitment strategy to involve a group of child day care workers in a cardiovascular disease (CVD) screening and risk reduction program and the effectiveness of the program on observable CVD measures.
Cardiovascular disease is the number one killer in the United States (American Heart Association , 1999a) . The majority of risk factors associated with CVD are either preventable or modifiable through lifestyle changes. The major CVD risk factors are smoking, elevated blood pressure, high serum cholesterol levels, lack of exercise, obesity, stress, and a diet high in fat and sodium and low in calcium and potassium (Gomel, 1993 ; Joint National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure [JNC-VI], 1997). Even genetic CVD risk factors related to a family history of CVD, ethnic origin, and sex or age interactions can be somewhat ameliorated by lifestyle changes (Allen. 1993; Expert Panel, 1988; JNC-VI, 1997; Magnus, 1991) . Those with genetic risk for CVD have an even greater need to use nutritional and physical activity approaches to CVD prevention than individuals with no genetic risk. By using these approaches, some people with genetic risk are able to delay the use of prescription drugs to control hypertension or elevated cholesterol until later in life or avoid their use at all. If prescribed drugs are necessary, lifestyle changes are still recommend ed as adjuncts to medication therapy ONC-VI, 1997).
The health risk appraisal (HRA) is one tool used by occupational health nurses or large corporations to demonstrate how healthy lifestyles can modify disease risk (Kaman, 1991) . The HRA is a screening tool that could be used by small worksites just as effectively. When combined with a variety of screening measure s, the HRA is more effective in identifying health risks than when it is used alone. Paid health care providers are seldom available for health promotion and worksite screening programs at small companies. However, school of nursing faculty who teach master's level nurse practitioner and baccalaureate nursing students provide excellent resources for small companie s. These worksites have employees who could benefit from HRA and CVD screening programs.
Such community based activities have been used to demonstrate the effectiveness of these screening programs in reaching vulnerable population groups (Wold, 1997) . Wold used the HPHRA in work with small industries. Many small industries employ minority workers (Wold, 1997) . Such small worksites provide the opportunity for health care providers to test culturally sensitive strategies for reaching minority workers. Culturally appropriate strategies found to be effective in small companies could be adapted for use in large corporations or in other community settings.
Workers who are at risk may be unaware of their personal CVD risk factors if they have little or no access to health screening and preventive health education programs . Some individuals may live in denial or have a perceived optimistic health bias until confronted with chest pains (Kreuter, 1995) . Other s may lose a close family member to heart attack or stroke, or receive specific documentation of risk based on symptoms. Individuals have additional CVD risk if they have low socioeconomic status . They may be employed at worksite s that provide little health insurance coverage. no preventive health programs, and have high employment turnover rates (USDHHS, 1995a (USDHHS, , 1995b (USDHHS, . 2000 . A 1999 study sponsored by the Commonwealth Fund revealed that in manufacturing job s, insurance coverage was 85% for White workers, 71% for Black workers, and 60% for Hispanic workers (Hall, 1999) . One worker group with increased CVD risk and low levels of insurance coverage is minority women employed at day care centers (Bureau of Labor Statistic s, 1996; Gillum, 1996) .
STATEMENT OF THE PROBLEM
Escalating health care costs and downsizing of many companie s have reduced or eliminated insurance coverage for many individuals. A disproportionately large group of the uninsured or underinsured are young minority workers who receive low pay and are employed in small businesse s (Hall, 1999; Wright. 1989 ). These minority employee s of small companies usually have health, social, environmental , and emotional risk factors that can impact not only their productivity, but their length of life (Aldana, 1994; Alexander, 1988; Boden, 1995; Chrousos , 1992; Fowler, 1994; Wold, 1997) .
One of the overriding goals in Healthy People 20 I0 is to reduce the health disparities among American s (USDHHS, 2000) . A number of objectives in Healthy People 2010 document a continuing need for health promotion and disease prevention programs in small companies, especially related to physical activity and nutrition . Based on surveys conducted by the American Heart Association, small companies employing 100 or fewer employees are much less likely to provide such programs (14% in small companies compared to 87% in companies employing 750 or more people) (USDHHS, 2000) . The percentage of small companies with preventive health programs has decreased in the decade since Healthy People 2000 was published (USDHHS, 1991 (USDHHS, , 1995a (USDHHS, , 2000 .
A complicating factor with some small companies is dispersion of franchise or offices linked to an umbrella small business. Day care centers fit in this dispersion pattern. Several centers with 5 to 20 workers may be part of a small company with less than 100 employees in its workforce. These workers are usually young women and in many instances are members of a minority ethnic group. If these young employees have no symptoms and "feel" healthy, they may not seek preventive health care. Low pay and rapid turnover of employees occurs in this stressful, labor intensive business (Bureau of Labor Statistics, 1996) . Efforts to improve the credentials, professional development, and work benefits of day care workers should include health programs (American Academy of Pediatrics, 1996; Payne, 1997; Taylor, 1997) .
The Southeastern United States has the highest risk for CVD in the country (American Heart Association, 1999a) . This region is identified as the "stroke belt" of America, although heart disease also is a serious health problem (American Heart Association, 1999a). Braithwaite (1992) and Schneider (1997) described the disproportionate impact of CVD on Black individuals who live in Georgia, Alabama, Mississippi, and the Carolinas. This phenomenon is a complex problem complicated by diet, socioeconomic status, culture, and multiple barriers to health care (JNC-VI, 1997). Although health care providers are not adequately addressing this problem, there are issues preventing providers from intervening. One issue is distrust of the health care establishment in a region where the Tuskegee Project used unethical measures to study syphilis in Black men (Bloomfield, 1993; Gamble, 1997; Krieger, 1990; Thomas, 1999) . Another problem is related to health provider attitudes and actions that may devalue the culture, beliefs, and lifestyles of ethnic minority clients (Spector, 1996) .
CONCEPTUAL FRAMEWORK

Pender's Model
Successful worksite health promotion and disease prevention programs appear to begin by assessing the employee's personal health beliefs. The Health Promotion Model (HPM) developed by Pender (1996) , focuses on activities directed toward increasing the level of well being and optimizing the health status of individuals, families, communities, and society. The HPM is based on a social cognitive theory with four components: cognition, affect, actions, and environmental events interacting to determine health behavior. Culture and individual perceptions are related to (Pender, 1990 ): • One's definition of health and personal ability to determine health status. • The importance of health in relation to other personal values. JANUARY 2001, VOL. 49, NO.1 • Self evaluation of one's level of health on a four point scale from poor to excellent. • The degree of benefit derived from health promoting behavior.
• The self identified barriers to health promoting.
Cultural factors can be perceived as barriers to health promoting activities from the perspective of both health care provider and the recipient of health care services. However, if culture is recognized as a factor that must be considered in promoting healthy behaviors, both provider and client can communicate about how such behaviors fit into the client's culture and lifestyle (Pender, 1996; Spector, 1996) . An effort must be made by the health care provider not to minimize or negate the culture of the client to achieve healthier client behaviors. Every effort should be made to assess the client's personal beliefs about health, the lifestyle, and habits related to risk factors for illness, injury, and disease. Thus, any recommendations about healthy behaviors are specific to the client's real world situation (Pender, 1996) . Because the HPHRA asks several questions yielding only minimal cultural data, the health care provider should complete additional cultural assessment and evaluation. Client responses to further questions may add to rationale for personal behavior choices in individuals completing HPHRA questionnaires.
HEALTH RISK APPRAISAL (HRA) AS A STRATEGY FOR HEALTH PROMOTION
Three types of commonly used individual HRA approaches (Fielding, 1982; Stanhope, 1996) include: • The health hazard appraisal, which has many versions. • A lifetime health monitoring program. • Wellness appraisals or inventories.
One of the most effective HRAs is the Healthier People HRA (HPHRA), developed by the Centers for Disease Control and Prevention and recognized by the Carter Center of Emory University HRA for several of its versions (Amler, 1995) . The HPHRA is a health hazard appraisal using statistical actuarial software to perform an individual analysis of health risks, which facilitates individual health promotion and disease prevention intervention. Additionally included in the HPHRA software is a file analysis producing a group health risk profile report that monitors risk for that group. The HPHRA questions relate to risk indicators for the 10 to 20 leading causes of death (Amler, 1995) . The HPHRA software can produce individual and group profiles on both a general and cardiovascular disease basis in any version later than the 4.0 cycle. Coronary risk profiles can be separated into the categories of cholesterol, blood pressure, body mass index (BMI), smoking, diet intake, and exercise on a single risk or multiple risk factor basis. Any of the HPHRA risk reports present a more accurate analysis of CVD risk if there is entry of objective measurements for blood pressure, height, weight, and cholesterol.
The HPHRA gives a report of positive lifestyle factors as well as risk factors for disease. The individual report contains preventive health information for the age and sex of the individual completing the HPHRA.
Although it statistically predicts future health status and risk for disease of an individual based on current self reported data, it cannot detect actual illness. If used by health care providers as part of a comprehensive CVD group screening and health education program, the HPHRA can be a powerful tool for intervention with seemingly healthy employees at small worksites. Although the HPHRA is a viable instrument to assess and determine individual and group health status, few studies of its use with minority groups are documented in the literature (Fowler, 1994; Gomel, 1993; Hill-Bailey, 1994; Wold, 1997) .
According to Pender (1996) , risk appraisal in and of itself is unlikely to result in reductions of risk. If clients are to alter behavior significantly, risk appraisal programs must be linked to behavior change programs and other appropriate community resources. Not only should nurses use the HPHRA as an instrument to screen individuals at the worksite, they also need to use the group HPHRA analysis to tailor the screening and health education programs needed by the employee group. The HPHRA can be added easily to wellness programs managed by occupational health nurses and advanced practice nurses. The HPHRA also can be used in research to generate data sets that can be analyzed descriptively (as a one time measure) and with more rigorous statistics (if used as correlation analysis, as pretestlposttest measures with the same group, or as comparison measures between groups). With repeated administration after risk reduction interventions, the HPHRA also can yield statistically measurable comparisons of simple self reported knowledge of risk factors and risk reduction activities (Wold, 1997) .
The HRA was first developed for health education. It was designed to help health educators focus on high risk behavior so their teaching could be individualized to the client's need for behavior change. The HRA was conceived as a part of the Framingham study in 1966. Its usage was rapidly adopted by health care agencies and became widespread. In the 1970s, the Centers for Disease Control and Prevention and the Carter Presidential Center created computer software based HRA, the first version of the HPHRA mentioned previously. The HPHRA has become the most widely used and referenced HRA. Its validity as an instrument to measure high risk behavior and monitor healthy behaviors has been tested and demonstrated to be reliable and scientifically dependable when it is updated periodically with population based mortality and risk behavior data (Arnler, 1995; Kreuter, 1995; USDHHS, 2000) . The HPHRA usage has increased over time, not only because it is an easily administered tool but because there have been multiple reports of healthy behavior changes associated with its use (Cogwell-Anderson, 1991; Wold, 1997) .
The HPHRA has been used not only as a teaching and risk identification tool but as a starter component in health promotion and disease prevention programs. It is a screening tool, not a diagnostic instrument, which can generate probability statements related to groups and individuals with high risk factor profiles or behaviors associated with increased risk for disease (Kreuter, 38 1995) . It is applicable to diverse cultural groups and can be a factor that increases the cost effectiveness of health care programs. Its application to cultural assessment is its broad base of assessment data analysis and the variety of questions asked that establish an environment for more in-depth data collection. Using Orem's self care theoretical framework, Fowler (1994) used the HPHRA to study changes in health behavior of Black workers in small minority owned businesses. Their major findings indicated the HPHRA could be used as an independent variable influencing nursing interventions geared toward change in risky behaviors and the actual behavior changes. Wold (1997) used the HPHRA as an adjunct to CVD screening and preventive intervention with several small industries in Georgia. Individualized health education directed at changing lifestyle behaviors was effective in reducing elevated blood pressure readings in male quarry workers and reducing serum cholesterol values in female garment workers. Their population included individuals from Black and rural Appalachian groups, two important cultural groups in the southeastern United States.
PURPOSE AND RESEARCH QUESTION
The purpose of this study was to examine both the impact of the HPHRA as a culturally appropriate recruitment strategy to involve a group of child day care workers in a cardiovascular disease (CVD) screening and risk reduction program and the effect of that program on observable CVD measures. The day care center workers, primarily composed of a Black population, needed CVD prevention services. No services had been available at the work setting prior to the school of nursing project. The HPHRA was used for the first time with this group of workers as part of baccalaureate and graduate program nursing education activities in the spring of 1995. The school of nursing faculty became involved with the day care company's nine centers as clinical sites for student physical assessment practice. The HPHRA and CVD screenings for the day care workers were offered as a "payback" for the opportunity to work with the agency's children. The faculty and students who administered the HPHRA and conducted the CVD screening (e.g., blood pressure, height, weight, serum cholesterol measurements) in 1995 were given permission by the day care center administrators to use the group data as an additional data set for a large CVD prevention research study. The response to the HPHRA and the CVD screening was poor. Only 34% of employees completed the 1995 HPHRA and 26% participated in the onsite CVD screening.
By early 1997, the school of nursing had an almost 3 year continuous relationship with the day care center staff, children, and parents. The authors repeated the HPHRA-CVD Screening Program in 1997. The research question for this study was: Does repeated and continuous interaction with prevention focused, advanced practice nurses change the response level of a minority worksite employee group to CVD screening programs? To answer the research question for this study, four strategies were proposed. The strategies were to:
• Compare the 1995 staff response to the 1997 response and use a personal interview to determine reasons for CVD screening participation. • Examine the HPHRA profiles of first time screened participants to determine knowledge of personal baseline CVD risk on a group and individual basis. • Analyze the measured CVD risk factors in the population who participated in the 1995/1997 screening (initial measurement of risk factors).
• Compare the 1998 risk factor profiles to the initial measures to determine any changes.
Reasons for participation, actual level of response rates, measured CVD risk, and the employees' interests in altering measured risk factors would guide the authors in future interventions with the day care workers.
METHODOLOGY FOR THE DAY CARE STUDY
Workers in a non-profit day care center corporation with multiple sites were the population for this study. By early 1997, faculty and students from the urban school of nursing had worked with the center's student population and their parents for almost 3 years. Early in the relationship in 1995, HPHRAs had been conducted with little participation from the workers. In the 1995 screening, only 29 (34%) of the agency's 84 staff members completed the HPHRA form and 22 (26%) actually completed the CVD screening program. Late in 1996, one of the 1995 student participants from the RN to MS family nurse practitioner program asked to repeat the HPHRA-CVD screening with the center staff who consented to participate. By late May 1997, each of the nine centers' staff members had the opportunity to participate in the program. This time 73% of the staff (61 of 84) completed all phases of the HPHRA-CVD screening program. Of these individuals, 14 had participated in 1995. All participants were interviewed in 1995 and 1997 to determine previous knowledge of personal CVD risk, examine reasons for participation or non-participation, and explore their interest in further CVD prevention activities. By 1997, the workers were well acquainted with the school of nursing faculty. The 1997 data collection used recruitment materials with gender specific culturally appropriate pictures. Educational brochures and interviews were based on lifestyle analysis of the participant workers, and data collection approaches were adapted to the setting of each small day care center site.
Prior to use with the day care workers, proposed strategies and materials were submitted by the researchers for review by a faculty member who taught cultural sensitivity in the school of nursing program. Several cultural approaches were used in initially developing the CVD program. Among these were (Geissler, 1994) : • Assuring communication was at the level of understanding for the workers. • Awareness of personal space and non-verbal communication.
• Adhering to the time orientation of the specific cultural group.
In the day care worker CVD intervention, one on one interviews and counseling with participants were focused JANUARY 2001, VOL. 49, NO.1 on an approach that blended the science based concern for Black workers' risk for CVD with a sensitivity to the individual's lifestyle and personal risk for CVD (JNC-VI, 1997; Pender, 1996; Spector, 1996) . These personal risks were identified through answers to the HPHRA and measured values for blood pressure, BMI, cholesterol, diet, and activity level. Counseling focused on the integration of physical activity and healthy diet intake with the participant's lifestyle and culture as recommended by Pender's model (996) . A posttest of measured data was conducted in mid-1998 to examine the response of the participants to the intervention. Fifty seven participants from the 1995 and 1997 groups were seen in 1998. Participant attrition from 1997 to 1998 resulted from the closure of one of the day care center sites for economic reasons, retirement, and staff movement to other jobs.
An analysis of initial contact data was conducted to examine the participation rates and reasons for participation, demographic characteristics, and the CVD group profile of the day care center staff. The comparison of 1995 and 1997 response rates to the HRA-CVD screening used simple percentage of total staff participation figures for each year. The interviews related to participation or non-participation choices were examined for reasons given for individual decisions about whether or not to participate. An analysis of the HPHRA and interview data was used to determine knowledge of personal blood pressure and cholesterol values. The analysis of the initial measured values (pretest consisted of the initial HPHRA and measurement data) and the 1 year posttest (in 1998) of HPHRA and measured values were examined through analysis of variance techniques (p =.05 set as the significance level).
RESULTS
The demographic profiles of the initial screening groups were as follows. All the participants were Black. In 1995, one man participated, and in 1997 one more man was added to the participating staff group. The majority of participants were women. Ages of the group varied from 24 to 67 years, with a median age of 35 and a mean age of 40. No men were involved in the 1998 posttest and the rest of the demographic group characteristics were unchanged. Educational preparation varied from less than high school (e.g., maids, cooks) to graduate degrees (see Table 1 ). All lead teachers had at least a baccalaureate degree. Social workers and center administrators were the positions most likely to be filled by someone prepared at the graduate level. Turnover continues to be high for general teaching staff for this day care agency. Early childhood education in this geographic area is a popular specialty for women. Minority women are recruited for the teaching positions in this agency serving low income areas of the city. The agency is supplemented by United Way funds and contractual agreements with Head Start. However, salaries are low and many teachers leave after they gain initial experience to become employed by public and private pre-kindergarten programs, which pay more and provide more generous benefit packages. 3 'Note: The decrease in the number of participants to 57 participants in 1998 did not reflect a change in overall percentages in these groups.
The first strategy employed in answering the research question was to compare the 1995 staff response to the 1997 response and use a personal interview to determine reasons for CVD screening participation. Personal interviews with participants revealed a variety of reasons for participation. The majority (70%) of the participants seen initially in either 1995 or 1997 reported the combined advantage of convenience (offered at their worksite) and low cost (free). The 1995 participants no longer with the day care company had reported this was a factor in participation. The rest of the participants expressed a desire to check their CVD status because they had no previous opportunity to receive the combined screening of HPHRA, blood pressure, height, weight, and cholesterol measures. For those who did not participate in 1997, 7 stated they had been tested recently because they were under care for CVD problems and eight were not interested in screening at the time it was offered. In 1998, when the agency's employees who were a part of the initial screening group were seen for posttest, 12 employee participants were no longer with the company due to retirement (2) and turnover of staff to other employment (2), as well as the eight who left from the 1995 measurement group.
Strategy two was to examine the HPHRA profiles of first time screened participants to determine knowledge of personal baseline CVD risk on a group and individual basis. The 1995 and 1997 participants who received an initial HPHRA and CVD screening measures were combined into an initial screening group of 69 participants for analysis of demographics and screening results. Table 2 reports the combined profile for the group. The 14 participants in both 1995 and 1997 were included only once, using their 1995 screening measures. Eight staff member participants who left between 1995 and 40 1997 were included in the descriptive analysis of initial participants. Only 7 of the 69 staff participants were able to self report either personal blood pressure or cholesterol measures on initial HPHRA analysis. This finding indicates a lack of knowledge about personal CVD risk factors. This finding may further indicate this group had little previous exposure to screening or preventive health programs.
Strategy three was to analyze the measured CVD risk factors in the population who participated in the 1995/1997 screening (initial measurement of risk factors). Weights for the workers ranged from 100 to 410 pounds. Seventy percent of individuals screened were more than 10% overweight according to the HPHRA analysis of measured (not self reported) weight to height ratios (Amler, 1995) . Cholesterol values measured during the screening ranged from 100 to 303 with a median of 194 and a mean of 190.49. Any total cholesterol value of 200 to 239 is considered borderline, and values above 240 are considered elevated. Six people had a measured systolic blood pressure of 140 or greater, and nine had a diastolic blood pressure 90 or greater. Either of these measures marks the levels of blood pressure considered to be elevated (JNC-VI, 1997) . Any participant with an elevated, measured blood pressure or high cholesterol was referred for further testing. Table 2 provides the summary of these data.
The fourth strategy compared the 1998 risk factor profiles to the initial measures to determine any changes. Reasons for participation, actual level of response rates, measured CVD risk, and the employees' interest in altering measured risk factors guided the authors in future interventions with the day care workers. On posttest in 1998, progress toward improvement was noted in cholesterol (p = .0589) and in blood pressure (p = .0548) mea- Other variables showed no change that approached significance in the desired direction. Day care workers stated they were eating less fat and more fiber and were more physically active, but 8MI (height to weight comparison) showed no change.
sures, even though these measures were not statistically significant (see Table 2 ). The day care workers reported they were eating less fat and more fiber and participating in more physical activity, although their BMI (height to weight comparison) profiles were essentially unchanged.
A I year measure did not demonstrate the statistically significant desired changes. The researchers are currently conducting another measure of the variables to determine if the health education intervention (repeated in 1998 when the posttest measures were done) is one requiring reinforcement with this group.
CONCLUSIONS AND RECOMMENDATIONS
In this group of minority day care workers, the study found convenience and low cost were reported as the major reasons for participation in this preventive health care program. In the comparison of 1995 and 1997 response rates, there was a dramatic increase in participation that could not be explained just by the statements of "mere convenience" from the day care workers. In 1997, the authors adapted the project's recruitment and intervention strategies to the cultural group's values and lifestyles. The increased participation as a factor of the continuous relationship between the staff group and the researchers and their students cannot be discounted. The authors were impressed by the greater interest in the project in 1997 and the many questions from workers about how to adapt the preventive health behaviors of diet and physical activity change into their personal lifestyles.
The efforts to make the CVD project culturally appropriate and the resulting trust engendered may have been derived from the long term relationship between day care center staff and the school of nursing. This relationship and its seemingly improved level of trust from the staff participants point to the importance of continuous, culturally sensitive relationships with minority clients. Such continuity demonstrates commitment to long term and repeated interaction, a cultural value for Black clients (Spector, 1996) . The study reinforces the need for health JANUARY 2001, VOL. 49, NO.1 professionals to prove they truly are respectful of cultural beliefs, concerned about the expressed health needs of their clients, and caring in their interactions with minority groups. This culturally sensitive, continuous interaction provided by the faculty and students is interpreted as a key factor in participation by staff (Breslow, 1996; Brill, 1991) . This study has laid the foundation for long term CVD prevention activities with this group by the researchers. A repeat measure of risk factor profiles in mid-1998 demonstrated positive changes in the group's CVD risk on a group and individual basis, although not at a statistically significant level of change. The educational intervention to reduce CVD risk has a focus on cultural beliefs about health and illness, communication to achieve understanding of the scientific basis of CVD risk, lifestyle awareness, and healthy behavior change. The authors believe the positive trends will become statistically significant with continued interaction with the day care workers. In a report prepared by the American Heart Association (1999b), 3 of 10 major research advances are related to this day care research: • Importance of community education in seeking early treatment for symptoms of stroke and heart attack. • Importance of dietary changes in high risk individuals. • The recalculation of stroke and heart attack mortality rates to reflect higher mortality rates than previously believed.
The culturally focused intervention with the day care workers provided education including the first two of the three advances. With the recalculated rate formulas, it is clear the CVD risk of minority women in the southeastern United Stated is increased. One approach to helping them to reduce their risk for CVD is to overcome the barriers of economics and culture.
Small businesses seldom employ their own occupational health nurses. Day care and other small industry workers are employee groups who could benefit from preventive health programs such as the one described in this article. General low levels of education, low pay, and rapid job turnover may make their access to health care marginal. Occupational health nurses or occupational health specialists in managed care organizations should be aware of cultural aspects of health in their interactions with minority clients in the workplace. Opportunities to intervene and facilitate lifestyle changes that reduce risk for CVD could involve schools of nursing, occupational health nurses, primary care providers, and advanced practice nurses. The strategies described here are important for onsite occupational health nurses and for the occupational health specialists in managed care programs. For some occupational health nurses, delivery of prevention focused services can be a part of community service provided by large companies to small worksites or community sites or for entrepreneurial endeavors.
This research with its community based intervention exhibits many aspects of the call for community focused care described in Nursing's Agenda for Health Care Reform (American Nurses Association, 1992). Engler (1992) described such cultural attitude development for graduate students in CVD prevention, especially needed in their relationships with minority clients. Appropriate attitude development is equally important for occupational health nurses. The adaptation of prevention strategies to fit with the cultural beliefs and lifestyle of minority workers is one way to meet objectives in Healthy People 2010 (USDHHS, 2000) . This document has a major goal to eliminate health disparities. One way to do this is to increase worksite health programs in small industries. As health care moves more and more into the community, client trust built on cultural sensitivity is critical in client responses to care. Indeed, the Pew Health Professions Commission's 21 competencies for the 21st century address the necessity of educating all health care professionals in culturally sensitive health care delivery (Pew Health Professions Commission, 1998) .
A commitment by health care providers to be culturally sensitive and maintain continuity in health care relationships is an asset for building such trust. This commitment is necessary to reach individuals most likely to develop a preventable disease. Knowledge of personal risk empowers members of vulnerable groups to improve their health status and change unhealthy behaviors that place them at risk.
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